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CONFIDENTIAL PATIENT INFORMATION  

Please print or write legibly. 

 

Todayôs Date:_____________ 

 

Full Name              

 

Address         Apt     

 

City       State      Zip Code    

 

Phone:  Home ( )     Cell (  )      

Fax (  )     Email:          

  

May we subscribe you to our clinicôs email newsletter?        Yes          No 

 

Referred by:   Friend      Website 

   Family      Other      

Gender:      Male       Female       Pregnant?    Yes      No # of children   

 

Could you possibly be pregnant now? Yes No  

 

Age     Birthdate  (Month/Day/Year)  / /   

 

Height (feet)   Weight (pounds)    

 

Marital Status:  Married Single  Widowed   Divorced 

 

Circle one or more:     FT Employment        PT Employment        FT Student        PT Student 

 

Occupation      Employer       

  

Work Phone (  )    

 

Person to be notified in case of an emergency: 

 

Name               

 

Address              

 

Telephone           Relationship      
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Reason for appointment & related health 

issues/problems? 

Date 

Began? 

Had 

Previously? 

Injury  

Related? 

      

    

    

    

 

Name of your Primary Care Physician (PCP)          

* Please note that Dr. Smith chooses to not be a Primary Care Physician. 

 

PCP Telephone (            )     Date of last visit      

 

Date of last check up or physical            

 

Diagnosis of current health issue(s) if available          

 

Are you willing to change your habits in order to improve your health?          Yes       Maybe         No 

 

Are you currently utilizing any other therapies or practitioners for these issues?       Yes        No 

 

If yes, what practitioner(s)/therapy(ies)?           

 

               

 

MEDICAL HISTORY  

 

Serious illnesses (type, duration, year):           

 

               

 

Surgeries (type, year performed):           

 

               

 

Known Allergies, Hypersensitivities or Intolerances:         

 

               

 

Current Supplements:             
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Current Medications (include over the counter):         

 

               

 

               

 

CONSTITUTIONAL  

 

Hours of sleep per night:        Do you exercise regularly?        Yes        No    

 

Type of exercise:              

 

Are you currently or were you previously on a restrictive diet?   Yes    No 

 

Do you smoke tobacco?   Yes    No    Now?    Past?   Packs per week     

 

Do you drink alcohol?   Yes    No    Drinks per week:      

 

History of treatment for addiction?    Yes    No     Tobacco / Alcohol / Drugs / Other 

 

Do you have a history of extensive travel to foreign countries?      Yes       No   

 

If yes, which countries and for how long?           

 

               

 

FAMILY HISTORY  
Please indicate, to the best of your knowledge, whether any of your biological family members have any of the 

following conditions: 

 

Mother (M)  Father  (F)  Brother  (B)  Sister  (S)  Grandparent  (G)  Your Children  (C) 

    

 M  F   B  S   G  C                        M  F  B   S  G  C

Allergies   

Alcoholism   

Asthma   

          

Cancer               

 

 

Hearing Loss   

 

Hypoglycemia      

Kidney Disease  
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Please answer each section by checking the box for the ONE statement which most 

closely applies to you. 

 

Pain Intensity: 

 I can tolerate the pain I have without having to use painkillers. 

 The pain is bad, but I manage without taking painkillers. 

 Painkillers give complete relief from pain. 

 Painkillers give moderate relief from pain. 

 Painkillers give very little relief from pain. 

 Painkillers have no effect on the pain, and I do not use them. 

 

Personal Care (Washing, Dressing, etc.): 

 I can look after myself normally without causing extra pain. 

 I can look after myself normally, but it causes extra pain. 

 It is painful to look after myself, and I am slow and careful. 

 I need some help, but manage most of my personal care. 

 I need help every day in most aspects of self care. 

 I do not get dressed, I wash with difficulty and stay in bed. 

 

Lifting:  

 I can lift heavy weights without extra pain. 

 I can lift heavy weights, but it gives extra pain. 

 Pain prevents me from lifting heavy weights off the floor, but I can manage if they 

are conveniently positioned, for example, on a table. 

 Pain prevents me from lifting heavy weights, but I can manage light to medium 

weights if they are conveniently positioned. 

 I can lift very light weights. 

 I cannot lift or carry anything at all.  

 

Walking:  

 Pain does not prevent me from walking any distance. 

 Pain prevents me from walking more than 1 mile. 

 Pain prevents me from walking more than ___ mile. 

 I can only walk using a stick or crutches. 

 I am in bed most of the time and have to crawl to the toilet. 
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Sitting:  

 I can sit in any chair as long as I like. 

 I can only sit in my favorite chair as long as I like. 

 Pain prevents me sitting more than 1 hour. 

 Pain prevents me sitting more than __ hour. 

 Pain prevents me sitting more than 10 min. 

 Pain prevents me from sitting at all. 

 

 

Standing: 

 I can stand as long as I want without extra pain. 

 I can stand as long as I want but it gives me extra pain. 

 Pain prevents me from standing for more than 1 hour. 

 Pain prevents me from standing for more than ___ hour. 

 Pain prevents me from standing for more than 10 minutes. 

 Pain prevents me from standing at all. 

 

Traveling/Driving:  

 I can travel/drive anywhere without extra pain. 

 I can travel/drive anywhere but it gives me extra pain. 

 Pain is bad but I manage journeys over 2 hours. 

 Pain restricts me to journeys of less than 1 hour. 

 Pain restricts me to short necessary journeys under 30 minutes. 

 Pain restricts me from traveling except to the doctor or hospital. 

 

Sleeping: 

 I have no trouble sleeping. 

 My sleep is slightly disturbed (less than 1 hour sleepless). 

 My sleep is mildly disturbed (1-2 hours sleepless). 

 My sleep is moderately disturbed (2-3 hours sleepless). 

 My sleep is greatly disturbed (3-5 hours sleepless). 

 My sleep is completely disturbed (5-7 hours sleepless).
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Recreation: 

 I am able to engage in all of my recreational activities with no pain at all. 

 I am able to engage in all of my recreational activities with some pain. 

 I am able to engage in most, but not all of my recreational activities because 

of pain. 

 I am able to engage in a few of my recreational activities because of pain. 

 I can hardly do any recreational activities because of pain. 

 I cannot do any recreational activities at all. 

 

Changing Degree of Pain: 

 My pain is rapidly getting better. 

 My pain fluctuates, but overall is definitely getting better. 

 My pain seems to be getting better, but improvement is slow at present. 

 My pain is neither getting better or worse. 

 My pain is gradually worsening. 

 My pain is rapidly worsening.
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REVIEW OF BODY SYSTEMS 
Check any of the boxes below that apply to  

1. symptoms that you have experienced in the past 3 months    

2. diagnoses you have received during your lifeti me  
 

GENERAL  

 

    Amount? _________ 

    Time period? ______ 

 

    Amount? _______ 

    Time period? ______ 

 

    weight (circle one) 

 

 

 

 

 

    Time of day?______ 

 

 

 

 

 

 

 

 

 

 

HEMATOLOGIC 

(BLOOD-RELATED)  

 

 

dency 

 

 

 

 

 

 

HEAD, EYE, EAR, 

NOSE, THROAT 

 

 

 

 

 

 

 

 

 

    speech 

 

 

 

 

 

    problems 

 

 

 

    Type(s)___________ 

 

MOUTH  

 

 

Mercury/amalgam 

    (dark) fillings 

 

    dentures 

 

 

____________________ 

 

RESPIRATORY 

(LUNGS) 

 

 

 

 

 

 

    problems 

 smell 

 

 

 

 

 

 

 

 

 

 

GASTRO-

INTESTINAL 

SYSTEM 

 

 

    Diarrhea 

 

    Constipation 

ing 

 

 

 

 

 

 

 

    foods 

 

 

 

 

 

-itis 

 

 

 

 

 

 

    Reflux/GERD 

 

 

 

 

 

 

 

 

    fungus 

 

Gas/flatulence 

 

 

 

    skin and eyes) 

 

 

 

# of bowel movements: 

per day ____________                 

per week ___________ 

 

___________________ 

 

GENITO -URINA RY 

SYSTEM 

    

     Pain 

 

 

 

 

 

    Disease 

 

 

    urination 

with urination 

 

hold urine 

    (incontinence) 

 

 

 

 

 

FEMALE ISSUES 
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    menses 

 

 

l Dryness 

 

- or  

    post- (please circle) 

 

 

 

 

:  

    fibroids/cysts/tumors 

 

 

 

MALE ISSUES 

ems 

 

 

    pain/swelling 

 

MUSCULO-

SKELETA L SYSTEM 

 

    Type(s):___________ 

- 

     acia/Osteoporosis 

 

 

 

     Fatigue Syndrome 

/swelling 

 

Flat feet 

 

    sensation 

    

    sensation 

 

    traumaðWhich body  

    part(s) was involved?  

    __________________ 

    __________________ 

 

CARDIOVASCULAR 

(HEART) SYSTEM  

 

   episodic, strong heart 

   beats) 

 

 

 

    standing/rising 

 

 

 

 

    murmur(s) 

 

 

 

troke/CVA/TIA #___ 

 

 

 

Poor circulation 

 

 

    clotting/coagulation 

 

 

 

 

    vessel) disease 

 

 

 

 

 

CENTRAL NERVOUS 

SYSTEM 

 

 

 

 

 

 

    function in body  

    part(s) 

 

 

 

-headedness 

 

    inflammation) 

 

 

 

ENDOCRINE 

(HORMONE) SYSTEM  

 

    Type II, please circle) 

 

    Metabolic Syndrome 

 

    blood sugar) 

 

 

 

EMOTIONAL  

 

 

 

 

 

 

 

 

    relationships 

 

DERMATOLOGIC 

(SKIN) AND HAIR  

 

 

 

 

 

 

 

 

IMMUNE SYSTEM  

 

 

 

 

-Barr Virus  

    (EBV) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Naturopathic Medicine of Southern Arizona / Laser Therapeutics 

1636 N. Swan Road, Suite 102, Tucson, AZ 85712 Phone (520) 577-6888 Fax (520) 325-0898 

 
 

INFORMED CONSENT FOR LASER THERAPEUTICS PATIENTS  

 

Low-level laser energy has been studied for about 40 years. It has been used as a medical treatment modality for 

approximately 35 years. It is known as Low Intensity Laser Therapy, Low Level Laser Therapy, and informally 

as ñcoldò laser therapy.  

 

In 1998, the Food and Drug Administration (FDA) approved the importation and testing 

of a low-level laser instrument that was the first significant change in laser delivery in the previous 15 years. 

The BioFlex Professional Laser System (by Meditech International, Inc., Toronto, Canada) represents the 

greatest improvement of this technology since its invention. 

 

 LILT has been thoroughly researched for almost three decades. There have been more than two thousand 

articles and research papers published concerning this form of therapy. There has never been a report of any 

significant long-term side effects directly resulting from LILT.  

 

This BioFlex laser has been developed over an 18 year period with the assistance of Drs. Tina Karu and Mary 

Dyson at the University of Moscow, London, Kansas Medical Center respectively. They are two of the most 

respected and prolific researchers in the field of LILT. 

 

On September 24, 2005 the American Academy of Pain Management endorsed LILT as a ñsafe and effective 

treatment for pain.ò International research has shown an 88-96% success rate. A 1,000 patient study conducted 

by Meditech at their Toronto laser therapy clinic showed that an average of 10 treatments were needed for the 

resolution of various conditions. 

 

Additional information about LILT is provided to every patient upon request. Please feel free to ask any 

questions you have concerning this form of treatment. 

 

CONSENT TO TREATMENT  

 

I hereby authorize Dr. Garrett Smith (NMD), or a qualified Laser Technician to administer LILT as deemed 

necessary. I have read, or have had read to me, information about LILT. I have had the opportunity to ask 

questions about this technology, and by signing below, I agree to LILT treatment. I intend this consent form to 

cover the entire course of treatment for my present condition(s) for which I seek treatment. 

 

The undersigned is aware that Dr. Garrett Smith, NMD is the only person at Laser Therapeutics licensed to 

diagnose clients. 

 

Any other qualified laser technicians are not doctors and do not practice medicine. Their opinions are strictly 

their own and do not constitute medical advice or diagnosis.  

 

I understand that symptoms of any kind are a result of abnormal cell function. Low Intensity Laser Therapy has 

been shown to return cells to normal function. Once cells heal, further treatment is usually not necessary unless 

the area is re-injured. 


